law enforcement to reduce violent acts contributes to the belief that society is unable to do anything to prevent violence (Petrie, 1990) . This attitude encourages the public and government to believe that preventive measures are futile. Yet, the escalation and the broadening scope of violence demand serious effort be made to control this grave problem and its manifestation in the workplace.
The United States is one of the most violent countries in the world, with a homicide rate 10 times higher than England and 25 times higher than Spain (Wolfgang, 1986) . The nation's leading health officials have declared a public health emergency to address the problems of assaultive violence (Koop, 1992; Novello, 1992) . Violence is the leading killer of women in the workplace (U.S. DOL, 1994) and, depending on the geographic area, the first, second, or third leading cause of death among all workers. According to the Bureau of Labor Statistics, in 1994, homicide accounted for 16% of the 6,588 traumatic work related deaths in the United States. This represents over three workers killed every day in violent attacks (U.S. DOL, 1995) .
Workplace homicides are attacks reported about which there are fairly reliable statistics. According to Department of Labor (U.S. DOL) statistics, about 21,300 workers were injured in nonfatal assaults in the workplace in 1993. Women were victims in 56% of these assaults. The assaults included simple and aggravated assaults, robberies, and rapes (U.S. DOL, 1994) . However, reported assaults cover only part of the problem. Many are not reported, as the injury may not require treatment. The assaulted employee fears being criticized or blamed for misconduct and does not report the incident or may believe that "assault goes with the territory."
VIOLENCE AS A WORKPLACE CONCERN
Employers have a legal duty under the Occupational Safety and Health Act (OSH Act) to take feasible steps to identify and correct the myriad health and safety hazards in .the workplace. In some states such as Washington, there are standards for safety in late night retail stores (State of Washington, 1994) ; in California there are CALIOSHA Guidelines for Workplace Security (State of California, 1995) and Guidelines for Safety and Security for Healthcare and Community Service Workers (State of California, 1993) . In addition, in California a Cal/OSHA sandard exists that requires employers to provide a written program for illness and injury prevention in the workplace (State of California, 1989) . During the past few years, citations have been issued by federal and state OSHA programs for the existence of correctable security violations. In 1996, federal OSHA published Guidelines for Preventing Workplace Violence for Health Care and Social Service Workers (U.S. DOL, 1996) and Guidelines for Workplace Violence Prevention Programs for Night Retail Establishments (U.S. DOL, in press) .
In California, the Emergency Nurses Association sponsored legislation requiring hospitals to establish safety and security programs. Program components include developing a written program, assessing deficiencies in security, correcting deficiencies, training hospital staff and security professionals, using federal or state guidelines or standards on violence, and documenting reports of violence or threats (Keep, 1992) .
The National Institute for Occupational Safety and Health published Violence in the Workplace: Risk Factors and Prevention Strategies (U.S. DHHS, 1996) , and is collecting statistics and developing methods to help stem this serious problem. The American Association of Occupational Health Nurses (AAOHN) has been active in educational efforts in this area and has provided written comments on federal OSHA guidelines for security in hospitals and retail stores. A number of security and other concerned organizations have vigorously acted to educate their members and to contribute to solutions for the problem.
IMPORTANCE OF RISK REDUCTION
Reduction of security risks may seem costly and time consuming, especially if no incidents have been reported. However, an incident or incidents may result in low morale among employees, destruction of property, cost of health care for employees or clients, poor image for the organization, and difficulty in recruiting and retaining staff. This also includes the cost of absenteeism, lost productivity, higher insurance costs, compensation payments, and emotional trauma for other workers. The cost to the harassed or assaulted employee may include physical pain, suffering, disability or death, and psychological damage. Employees who are assaulted are fearful, defensive, or distracted. The individual may experience loss of sleep and health, loss of self confidence, breakdown of family relationships, and decreased ability to work effectively or in a therapeutic manner.
CAUSES AND FACTORS FOR VIOLENCE
A number of factors are involved in the problem of workplace violence. Bandura (1973) proposed aggressive behaviors are learned by imitating familial, cultural, and media events. Berkowitz (1974) reported lack of consequences following an act of violence tends to reinforce the behavior. Messner (1988) proposes when violence is viewed as a normal "problem solving" course of action it does not stimulate guilt feelings and becomes acceptable. Other investigations by experts indicate that workers are more at risk if they: • Deal with the public (social workers, nurses, unemployment office personnel, clerks). • Exchange money with the public or work with, guard, or transport valuable items such as money or jewelry. • Work alone (home care personnel, taxi driver, domestic workers, delivery personnel), work late at night, or travel frequently. • Work with people who are incarcerated. • Work in licensed facilities (bars, restaurants) with people who may abuse alcohol or drugs. • Work in a facility that treats or hospitalizes the mentally ill. • Provide services to people who may be experiencing frustration over concern for a loved one, or who may be angry over long waits or denial of benefits, and work with inadequate staffing. • Carry out inspections or enforcement duties (traffic, police, parking enforcement) or conduct drug or alcohol testing.
Environmental factors influencing violent behavior may include violent neighborhoods, decrease in services to the poor and ill, early release of patients from mental hospitals without proper follow up, ease in obtaining weapons, and the increasing use of violence as a method for resolving problems (Simonowitz, 1996) .
Personal factors observed by the authors that may be a cause or lead to violent situations include:
• Random violence such as from a psychiatric or other ill person or one under the influence of medications, drugs, or alcohol. • Intimidation to achieve a desired end, such as control, sexual favors, or faster service. JUNE 1997, VOL. 45, NO.6 • The expression of uncontrolled irritation or displaced anger from past situations. • Violence related to criminal activity. • Violence related to cultural or religious differences. • Fear or anger at caregiver for denial of wishes, wants, or needs. • Poor management styles and failure to respect and understand needs of employees.
COST OF VIOLENCE
The incidence of violent assaults appears to be increasing with more deaths reported in 1995 than in 1994 (U.S. DOL, 1996) . U.S. Department of Health and Human Services data from a national survey of 418 hospitals indicated the following in 1 year: 2,118 assaults, 63 rapes, 551 bomb threats, and 72 instances of arson occurred in hospitals (U.S. DHHS, 1988) . The Oregon State Workers' Compensation Claims Study found the average cost per injury, in 2,006 cases of occupational violence, was $8,568. These figures do not include permanent total disability or fatality benefits, and only include those assaults accepted for workers' compensation claims (State of Oregon, 1994). Carmel (1989) found the nursing staff at a psychiatric hospital sustained 16 assaults per 100 employees per year. Of the 121 psychiatric hospital workers sustaining 134 assault injuries, 43% involved lost time from work, with 13% of those injured missing more than 21 days from work. The rate in psychiatric workers, which includes assault related injuries, compares with 8.3 injuries of all types per 100 full time workers in all industries, and 14.2 per 100 full time workers in the construction industry (U.S. DOL, 1991) . Of great concern is the underreporting of violence and a persistent perception within the health care industry that assaults are part of the job. Underreporting may reflect a lack of institutional reporting policies, employee beliefs that reporting will not benefit them, or employee fears that employers may deem assaults the result of employee negligence or poor job performance (Lanza, 1991) . Additionally, if coworker or stalking violence is at issue, employees may fear retaliation and lack of anonymity.
PREDICTING VIOLENT BEHAVIOR
No one can be sure which person will actually commit a violent act. It is reported the only reliable predictor of violence is a history of violent acts or impulsive behavior (Smith, 1995) . However, signs can alert the occupational health nurse to potential problems in the health care and workplace settings. These signs may be separated into three categories: physical, psychological, and behavioral. It is important to remember when assessing the potential for violence, these signs may also be associated with drug and alcohol abuse.
Physical
The individual may change in outward appearance from a neat to unkempt condition. In addition, certain clothing may be a clue to the individual's thinking. An employee recently fired from a post office returned to that post office wearing a t-shirt with "psycho" written on the front of it and carrying a shot gun. He shot and killed several people that day (Walton, 1993) .
Psychological
Work quality and quantity may be worth evaluating if a problem is suspected. In addition to lack of attention, flight of ideas may signal lack of coping.
Behavioral
Although a history of violent behavior is generally considered the most accurate predictor of future violence, other factors may contribute clues to disturbed thinking. Attendance and tardiness are easily recorded and help the employer in evaluating the employee's overall behavior. The employee may demonstrate lack of impulse control, making sexual, racial, or threatening statements. Loud, angry comments may be made, as well as stalking or threatening phone calls. Lack of respect for company property or private property should be noted. In addition other signals may include being a loner, a constant complainer, or someone whose self esteem is found only in the job. The employee may feel there is a conspiracy against them (paranoia). They may also need to be in control and can be very manipulative. The worker may be very charismatic, but if control is lost, they may enter into a "narcissistic rage" ending in suicide or homicide. The individual may be depressed or experience panic attacks (Graham, 1992; Walton, 1993) . These signals can indicate that the employee may be at greater risk for aggression and violence.
THE HOSPITAL AS A VIOLENT WORKPLACE
Employment in health care is not free from the risk of workplace violence. In a 1995 survey of 280 hospitals in the United States and Canada, Stultz (1996) found sexual assaults, robberies, arson, burglary, auto thefts, and bomb threats increased over the 1993 survey and over the 8 year average of this annual survey. The problem is even more severe than indicated by available data because, in many, if not most health care facilities, employees are discouraged from filing formal complaints related to violent acts perpetrated by clients and coworkers. It is important to 308 health care administrators that their institution be viewed as a safe haven for those seeking care. Any publicity to the contrary may be seen as detrimental to the mission of the facility. Another factor in underreporting is the tendency of health care workers to downplay incidents involving trauma inflicted by their clients, unless serious injury occurs. Health care providers are concerned that clients receive high quality care. They may dismiss acts of violence by clients as a risk incurred when a health care career is selected. Unfortunately, many administrators and managers feel that "violence goes with the territory" and nothing can be done to prevent it.
Health care workers employed by medical centers in major metropolitan areas have heightened cause for concern related to workplace violence. CaVOSHA records and unpublished interviews with nurse managers and security personnel indicate that short staffing is often the norm in these facilities. Patients who, during triage, endure long waits may become verbally and even physically abusive (State of California, 1993). It is not unusual for members of opposing street gangs to be treated simultaneously in the same emergency room and subsequently transferred to in-patient care on pediatric or surgical services. As family members and friends visit the patient, careful surveillance is required to maintain a safe milieu for patient, visitor, and staff. It is not unheard of for staff to be threatened by gang members. Large and small health care facilities in both urban and suburban areas are subject to the same interpersonal problems besetting other employers . In addition, stress related to provision of care in fast paced areas, such as a busy emergency room, can be electric . The box on page 309 provides case examples of situations in health care facilities.
Type I, Risks and Incidents
Security police patrols and monitored cameras, as well as improved lighting, often reduce the risk of incidents such as sexual assaults, robbery, and car jacking. (See Box on page 309).
Bomb threats are yet another reality in health care facilities and may occur under varying circumstances. Clinics providing family planning services are often targeted, as are hospitals providing voluntary interruption of pregnancy. The recent movement towards downsizing of health care facilities has also engendered an increase in threats by disgruntled staff. In teaching hospitals, threats of violence and provocative behavior by animal rights activists may add to the potential for violent incidents.
In addition to treating and counseling the injured, the occupational health nurse works with the safety officer, the safety police, and with employee education pro-
Case Examples of Workplace Violence
Type I Incident: On the grounds of a large metropolitan hospital, visitors and staff arrive and depart at all hours of the day and night. Sexual assaults , robbery, and car jacking are some of the violent incidents that occur. After a physician on the staff of an inner city hospital was injured while being robbed and his car stolen, he was recently granted permission by police to carry a concealed weapon. (Carrying a gun is not recommended .)
Type II
Incident I: A nurse manager on an obstetrical service is burdened with care of a psychiatric service patient hospitalized on the post-partum unit. The patient constantly swore and screamed at staff and refused care. Staff members were justifiably fearful and concerned about the potential for physical violence .
Incident II: The nurse manager on a surgical service was called to assist when a muscular patient was found to be smoking marijuana. The patient threatened staff when told he must give up possession of the drug. The nurse manager hastened to his room. Though the facility had a large and well trained staff of security police, the nurse manager feared the presence of armed personnel might exacerbate the problem. In just a few moments, the nurse manager was able to obtain the offending substance from the patient. When asked by an amazed staff how she had succeeded, she smiled and related that calling on the patient's sense of fairness had helped him to understand that his actions were unfair, as he did not have enough marijuana to share with all surgical service patients and staff. The nurse manager avoided one more threat of violence, although immediate back-up and support from security staff was available, if needed. Incident 11/: A patient in a psychiatric hospital was severely depressed and attempted to commit suicide following institutionalization for hostile and aggressive acts. The patient was HIV positive , and was upset with staff and life in general. He smashed a window in the psychiatric unit day room and attempted to cut his throat with a glass shard from the broken window. Bleeding profusely, he also threatened staff who were attempting to disarm him and control the bleeding. Through the use of a personal alarm system in the hospital , unit staff alerted another unit that help was needed. One staff member secured a containment blanket (a heavy canvas type piece of material) and used the blanket to restrain the patient and to stem the flow of blood from the patient 's neck. In doing so, the staff member was cut and exposed to HIV positive blood on his skin and clothing. Other staff members secured gloves and assisted the man holding the patient. Eventually the patient was restrained , disarmed, and transported to the health care facility for treatment.
Some of the personnel reported to the occupational health service for evaluation and treatment. The employee who had a significant exposure to blood was treated for his injuries and provided with necessary bloodborne pathogen treatment and counseling. After being offered counseling for emotional trauma , he was released home. At first, the staff member was unwilling to see a counselor or Employee Assistance Provider. However, after attempting to return to work he began to have difficulty. He then requested further counseling . The employee continued to have difficulty in work situations, as well as in his relationships with his wife and family. After 6 months the employee was still working part time and experiencing psychological and physical health problems.
Other health care staff members on the same unit were concerned they had insufficient staff to handle the extremely dangerous situation. They were concerned that they did not have blood and body fluid personal protective equipment immediately available to them when it was needed. Staff members reported although they had training in management of assaultive behavior, they did not have the information combined with bloodborne pathogen issues or the steps to take during a serious threat from blood exposure.
Case Examples of Workplace Violence (continued)
Type III Incident: An employee of an automotive assembly plant entered the on site health service clinic at closing time, announcing to the occupational health nurse that she was "just lucky" that he didn't have his postal uniform and AK 47. This young employee routinely visited the clinic and was known to be aggressive, frequently making inappropriate comments and sexual innuendoes. He had been directed by his manager to come to the clinic for employee assistance program (EAP) referral information due to personal problems and difficult relationships with coworkers. After receiving the information, he insisted on waiting to talk to the nurse. He proceeded to make sexual statements and confessed other violent thoughts. The nurse ignored the comments and encouraged the employee to call the EAP number as soon as possible. He agreed to do this.
Knowing that any threat should be taken seriously, the nurse relayed the interaction to the clinic manager. The manager notified Human Resources. The nurse documented the full interaction along with impressions of the content. An investigation was begun immediately which revealed that the employee had recently made similar comments to other female employees. As the investigation continued, the employee's description as a 'loner' emerged. Reports of physical assaults, threats, racial slurs, and other violent acts were noted. His manager acknowledged these events, but had not disciplined the employee. As this information came to light, coworkers in his department related other problems as they attempted to deal with the employee's increasing mood swings. It was agreed that the employee would be sent for a psychiatric evaluation to determine his potential for violence.
The company took immediate steps to protect the individuals who reported the employee. Special parking was assigned. A panic button was installed in the nurse's office, since it was somewhat isolated in the building. A second door to permit egress in an emergency, fitted with a panic push bar and locked from the outside, was added. Security personnel instructed the employees about heightened awareness, danger signs to report, and how to handle threatening situations. Shifts were changed in the health services clinic so two employees were on site at all times.
Within 2 days the investigation was completed and a meeting was held to discuss the findings. This meeting included security personnel, legal and human resources staff, the employee's manager, the occupational health staff, and other threatened employees. They decided the employee should be relieved from work with pay until a psychiatric evaluation could be completed. On the day of the meeting the employee came to work in camouflage attire. The employee was escorted off the premises and his picture posted at each security check point. Although the employee was instructed to stay away from the company property until the end of the investigation, he visited frequently. Eventually the employee was terminated for many behavioral issues. In a positive gesture he was temporarily continued on the payroll and given short term health care benefits.
grams. The nurse can identify potential Type I risks and report findings to the threat assessment team, safety committee, and administrators. It is important to develop procedures and protocols for the occupational health service for responding to violence and other disaster situations.
Type II, Risks and Incidents
Type II incidents also occur when violent patients are transferred from the emergency department to general medical units while the patient may be suffering delu-sions and psychotic events from ingesting legal or illegal drugs, alcohol, or from exposure to chemicals such as solvents. Use of problem solving skills, the nursing process, and knowledge of the assault cycle can prevent violent outbreaks. (See Box on page 309, Incident I).
When policies and procedures are adequately prepared and staff members have been appropriately educated about violence prevention techniques, a creative solution can save the day. (See Box on page 309, Incident II.) It is beneficial for the occupational health nurse to meet with supervisors to explore solutions to potentially violent situations.
The occupational health nurse needs to be part of a threat assessment and health team that investigates incidents of violence. The nurse can be part of the training that addresses the control of infectious exposures. Training programs for disaster, violence, or any safety training must be mandatory. Effective measures to insure attendance must be instituted. The nurse's role is to insure all staff receive appropriate evaluation and follow up care. The nurse insures that personal protective equipment is located in a marked supply cupboard or other location and that someone is assigned to routine checking of the supply. Counseling and case management is important in a highly charged situation. Return to work evaluation and monitoring to determine successful recovery is imperative. If employees need additional or different treatment, it is the nurse's role to make the determination and to facilitate change as needed. Follow up or other safety measures such as replacement of glass with a shatter proof material, may be indicated to prevent a similar occurrence from happening in the future. (See Box on page 310, Incident III).
VIOLENCE IN THE OCCUPATIONAL HEALTH SERVICE Type III, Risks and Incidents
Health care providers are familiar with the well publicized incidents of violence in industrial settings. A disgruntled worker shoots coworkers and supervisors, a supervisor bullies or sexually harasses or rapes employees, a domestic violence incident that follows the employee into the workplace causing injury and death to the employee and by-standers are all stories seen on television. However, the occupational health nurse may not think this type of violence will be aimed at the occupational health service or the nurse. Occupational health nurses know the occupational health service may be used by supervisors to aid in disciplinary matters. The nurse may appear, in the employee's opinion, to unfairly deny time off, benefits, or desired service, and the occupational health nurse may participate in unpopular programs such as drug screening. These situations may make the occupational health nurse a target of the frustrations of a disturbed employee or supervisor. Procedures and education programs must include the risk in the occupational health service, as well as other departments in the company. The Box starting on page 309 contains case examples of violence in the occupational health service.
Verbally assaulting or threatening behavior may be an early warning sign of an individual's ability to commit a JUNE 1997, VOL. 45, NO.6 physical assault (Johnson, 1994) .After being reprimanded for talking about one of the recent killings at a postal substation, and fired for aberrant behavior, an employee of an electronics firm returned and killed two executives.
A disturbed individual contemplating a violent act that he might not want to actually commit may give a warning much in the same manner that a person contemplating suicide may try to alert others to his intention. He may be troubled by the fear that he intends to hurt someone and may be asking for someone to intervene. If the warning signs are ignored, the contemplated act may become reality (Graham, 1992) .
The unique relationship between the occupational health nurse and the employee places the nurse in an effective position to evaluate an employee's behavior. In most cases occupational health clinics are non-threatening, and employees often feel free to discuss various problems. The occupational health nurse must remain objective to effectively help the employee. This ultimately contributes to the welfare of the company. In a potentially violent situation, the nurse must avoid promising to keep a secret. If the employee is ill, either mentally or physically, actions must be taken that most benefit the employee. Nurses are educated as client advocates. In the case of a threat or a potentially violent event, the most difficult and yet the most helpful step to take is to report the incident and take appropriate therapeutic steps.
DEVELOPING A PREVENTION PROGRAM
Eight basic steps can be used to develop a violence prevention program (Simonowitz, 1996) . The occupational health nurse is a major participant in all the components of the prevention program, as well as a recipient of the program benefits.
Management Commitment and Employee Involvement
Without strong management commitment, a successful program is difficult to establish and maintain. Giving middle management the task of developing a program to prevent violence requires budget and authority to implement changes needed to ensure a successful program. Employees may be involved in a joint labor-management safety and health committee, or a specific group or threat assessment team may be formed to investigate problems. The team may be composed of the safety officer, occupational health nurse, senior management, Employee Assistance Program (EAP) personnel, security and legal personnel, labor representatives, and/or employees . Recommendations made by this committee to correct security deficiencies should have priority with managers and the committee should be provided with written reports of corrective action taken by managers.
Examine Community and Workplace History
Analyzing violence rates in the community and similar worksites is the beginning of a risk assessment. Knowledge of in-house occurrences of violent incidents, lost work time injuries, or situations of abuse will aid in identifying actual or potential problems. Local police may provide crime rates in a given area.
Analyze Records and Reports
Incident reports, OSHA log of injury and illness, and insurance and workers' compensation reports establish a baseline for identifying severity of threats and injuries. This baseline identifies existing violence and enables documentation of improvement in the future . Even a single incident may be viewed as a sentinel event and may indicate potential problem areas.
Inspect the Workplace
The worksite inspection involves a methodical look at the workplace to identify existing or potential hazards for violence. This assessment may be aided by using checklists (such as those found in the federal OSHA guidelines or Labor Occupational Health Program, 1997) for evaluating threatening conditions that could put workers at risk. These may include low, unguarded, narrow counters where employees handle money or provide services to the public; doors that are propped open for fresh air; dark, or unlighted parking areas. Workers who perform field operations should have a similar assessment of hazards, such as entering private homes or property without prior knowledge of the hazards they may encounter. If security measures are in place, their effectiveness should be evaluated. In other areas of investigation it is important to: • Contact and question employees, supervisors, and managers informally or by use of questionnaires. Determine if they have been or feel threatened, and communicate results to them. Provide a confidential means of reporting violent incidents for employees who may experience violence. • Record all incidents including place, time, type of incident, who was involved, and cause and result of incident. Did the incident involve serious threat, physical contact, persistent verbal abuse, sexual harassment , or lost time?
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Develop a Written Program of Violence Prevention
A written program for safety and security, incorporated into the organization's overall safety and health program, offers an effective approach for security as well as safety and health of workers. The program may be an action plan for preventing violence, determining corrective actions, and identifying emergency measures to be taken in the event of an incident. Clear goals and objectives to prevent workplace violence suitable for the size and complexity of the workplace operation and the history of violent incidents in the company are needed to establish an action plan.
The prevention program must be communicated to all employees. The program should be thoroughly understood by each department manager and supervisor. Each department may establish and identify its unique role and communicate that role to employees . The program should do the following: • Create and communicate a clear policy of zero tolerance for workplace violence and threats. • Ensure that no reprisals are taken against an employee who reports or experiences workplace violence. • Encourage/require employees to promptly report incidents or threats and to suggest ways to reduce or eliminate risks. • Establish the safetylthreat assessment committee to assess risk, measure progress and ensure adequate documentation of action taken, and identify ways to prevent and mitigate violence. Affirm management commitment to a worker supportive environment that places as much importance on employee safety and health as on serving the client or producing a product. • Establish liaison with local law enforcement representatives and others who can assist in an emergency.
Implement Corrective Measures and Post-Incident Response
Implemented control s should be selected specifically for the risk factors in the workplace . Some may be inexpensive and easy to implement, including arranging furniture to facilitate escape for employees and trimming vegetation in a parking area to eliminate hiding places. Measures may be of moderate cost such as improving lighting , controlling access to treatment areas, or adding a door to a room or service area that has only one entrance or exit. Other corrective measures may require additional staff, major renovations or acquisition of equipment such as an alarm system, a metal detection system, or other more costly programs .
Care must be used to keep devices as practical and reasonable as possible.
Some other suggestions for change may include: • Change job or system to reduce face to face contact with the public and improve cash handling. • Use experienced staff and check credentials of clients.
• Design public waiting areas to provide comfortable surroundings and include informative signs to help people use the system and improve service. • Determine sources of employee stress-angry clients, layoffs, and mergers-and provide mechanisms for support for employees. • Provide and use EAP programs, and identify employees who may need help. • Communicate with employees: use newsletters and employee meetings on company time. • Provide conflict resolution training for supervisors.
Post-incident response is part of the written violence prevention program or can be incorporated into the disaster plan. All workplace violence programs must provide comprehensive and prompt treatment for victimized employees and employees traumatized by witnessing a violent incident. Injured staff should receive medical and psychological evaluation whenever an assault takes place, regardless of severity. Transportation of the injured to health care is provided if care is unavailable on site or if treatment needed is extensive.
Victims of workplace violence suffer mild to severe consequences in addition to physical trauma. They may experience posttraumatic stress syndrome, fear of returning to work, and changes in relationships with coworkers and family. They often blame themselves for doing something wrong. Coworkers often blame the victim for possibly being at fault. Assigning blame by the coworker is thought to be a reaction caused by fear that this type of violence might happen to them also (Lanza, 1984) . Trauma crisis counseling, or critical incident stress debriefing, may be considered as a counseling option depending on the severity of the problem. EAPs are used as early as possible to interrupt the spiral of violence and to assist employees in regaining a sense of control and normal function as soon as possible. However, long term sequelae may be anticipated in any serious incident involving injury or death. A system should be established to monitor the potential onset of predictable symptoms that could emerge or persist in individuals and the organization over time (Lambert, 1996) .
Training and Education
Training is an essential part of the violence prevention program. Training and education ensure that all staff JUNE 1997, VOL. 45, NO.6 are aware of potential security hazards. Employees are taught how to protect themselves and coworkers through the established security program. Training should include the concept of "universal precautions for violence," i.e., that violence may be expected but can be avoided or mitigated through preparation. Frequent training also can improve the likelihood of avoiding assaults and injury. Supervisors and employees should receive formal instruction about the specific hazards associated with the unit or job and facility. This instruction includes types of injuries or problems identified and methods to control the hazards. Students or other casual staff should also receive instruction. Training may include such topics as: • The company program, violence prevention policies, and reporting requirements. • Risk factors that cause or contribute to assaults. Early recognition of escalating behavior or recognition of warning signs and situations that may lead to assaults. How to deal with hostile persons. • Information in multi-cultural diversity to develop sensitivity to racial and ethnic issues. • The response or disaster plan for violent situations including resource persons, response to alarm systems, and communication procedures. • Location and operation of safety devices, including alarm systems, and maintenance procedures. • Planning work to include protective measures such as use of the "buddy system" and calling ahead prior to a home visit to determine safety issues. • How to obtain health care, counseling, workers' compensation, or legal rights and assistance after a violent episode. • Methods to ensure employees are treated compassionately, not placed in assignments that compromise safety, and encouraged to report incidents.
Recordkeeping and Evaluation
Thorough records help employers determine the severity of the problem, evaluate methods of hazard control, and identify training needs. OSHA mandates entry on the OSHA log of any injury that requires more than first aid, is a lost time injury, or requires modified duty.A work related fatality or hospitalization of an employee(s) for more than 24 hours must be reported to OSHA by phone or fax within 8 hours. This also applies to workplace violence incidents (U.S. DOL, 1986) . Health care records, including Doctors' "First Report of Work Injury" and Supervisors' Reports are needed. Minutes of safety/security teams are maintained including identification of corrective action taken. Training records including subject outlines and sign-in sheets are maintained for 3 years.
Evaluation of program effectiveness is an essential part of any program and is conducted on a regular basis. The evaluation may include reviewing reports and minutes of team meetings, and analyzing trends and improvements based on lowering frequency and severity of incidents. Keeping abreast of new strategies available and using consultation from security experts or law enforcement officials is crucial to improving employee safety. (For added assistance in program development, the Labor Occupational Health Program publication, Violence on the Job [1997] provides questionnaires and guides for programs.)
THE OCCUPATIONAL HEALTH NURSE'S ROLE IN VIOLENCE PREVENTION
Whether the nurse is the occupational health nurse in a general community hospital, a psychiatric facility, an office building, or in an industrial setting, many of the same principles apply. Nurses need to listen to and observe clients carefully. It is important not to dismiss observations or comments as "just joking," "just talking," or "will be better tomorrow." When reviewing the role of the occupational health nurse in situations such as these, the nurse should be familiar with the literature to enhance awareness of potential problems related to violence. OSHA, state health agencies, security and human resource professionals, and EAP personnel are helpful resources for literature and program information. Liaison with facility security personnel should be established or enhanced to review and coordinate violence prevention activities and employee education. If the facility is small and has no formal security police service, local police departments are often helpful in providing violence related educational activities and recommendations.
Interaction with Human Resources and security and administrative personnel to ascertain that violence prevention polices and procedures are in place is vitally important. Development of policies and procedures can often be enhanced through service on the facility safety committee, the threat assessment team, or the disaster program planning team. Methods or activities found to be helpful in preventing or controlling violence may be shared with other occupational health nurse manager groups through professional association meetings, newsletters, or small group meetings.
Occupational health nurses are in positions to identify high risk employees, potentially violent situations, and to reduce workplace violence and its high cost to employers and employees. The nurse is available to listen to a troubled employee and refer any employee to the EAP. If such a resource is not available, the nurse needs to devel-op sources of care and counseling for employees with signs of coping difficulty at home or in the workplace. When the nurse refers a client who presents a threat, it is vital to follow up with other appropriate company officials to determine if further action is necessary.
Another way the nurse can perform this task is to strengthen the workplace with promotion of programs to prevent violence. The nurse is empowered when resources in the facility and the community are known. If the nurse does not know the community resources, they need to be identified. The occupational health nurse can calion security and occupational health nurse professional organizations, local police, and OSHA consultation services for booklets, guidelines, and assistance (Labor Occupational Health Program, 1997; State of California, 1995) .
The nurse and company must have no tolerance for any threatening, sexual, or racial remarks. The Equal Employment Opportunity Commission defines sexual harassment as anything of a sexual nature that makes you uncomfortable (Head, 1994) . This includes off color jokes, displaying sexually oriented materials, sexual comments, or unnecessary physical contact. Several ways exist to deal with any sort of harassment. First, individuals must have a heightened awareness of the danger in these behaviors. Although initially humorous, it is important not to respond in an appreciative manner. The offender may be taken aside and told "that is not acceptable," and reminded of the danger of those remarks. Any employee can report a harassing statement made directly or one made to another employee if it is offensive.
Nurses and employers should keep in mind the best possible prevention strategy involves creating the right corporate culture. This culture engenders respect, fairness, and open and honest communication. It includes effective and caring supervision, skilled and confidential health care assistance, coupled with employee participation, involvement, and personal development (Lambert, 1996) . Policies and procedures need to be developed to handle threatening remarks or other unacceptable behavior. Although occupational health nursing responsibility may vary in a violence prevention program, the nurse may be the first to identify impending violence and must not ignore such information. The nurse may determine the aberrant behavior is caused by a reaction to prescribed medication or may be due to solvent or other chemical exposures in the workplace (Prince, 1994) .
The occupational health nurse can act as a liaison with the private health care provider when possible, or refer the employee to other sources of care. Because suicide is a potential with disturbed employees, the nurse must be aware of the possibility for self inflicted vio-
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lence and the damage that may simultaneously occur to bystanders or to would-be rescuers. Every workplace has the potential for all three types of violence. Prevention programs should consider this fact. The nurse may file charges or assist the employee to file charges against the perpetrator of a violent act, whether coworker or client. The nurse has the right to protection against a violent act by using management of assaultive behavior, interruption of the assault cycle, restraints, and other predetermined methods of control. Training is needed to help the nurse develop creative, effective solutions to problems before they escalate.
Occupational health nurses are in a key position to influence workplace and regulatory polices. All workplaces need a mission statement that includes a commitment to the health of the work force and to its security (Levin, 1996) . Grievances involving disgruntled employees, contracting employees, and customers must be guided by policy and procedures to ensure safety and security. Nurses need to know their role in participating in these procedures. The occupational health nurse may influence the company program, participate in local programs, support state and national standard setting, and participate in professional association activities influencing the regulatory process for all industries.
Aided by strong standards from government, and concern from employers, occupational health professionals have achieved remarkable gains in preventing traditional occupational health hazards. New health concerns have appeared, and violence is one of the more serious health hazards in the workplace. With the same dedication, concern, and cooperation on the part of managers, labor leaders, other occupational health professionals, security and human resource professionals, and the occupational health nurse, the challenge of workplace violence prevention will be met.
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Any workplace can experience violence from three sources: criminal, consumer, and coworker.
Accurate reporting of threats, harassment, or violent acts should be required to adequately assess potential violence problems in the workplace.
Occupational health nurses must develop emergency response programs and participate in company programs to prevent and control violence.
